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F 2781 483.20(g} - (j) ASSESSMENT i F 278 F278
88=D | ACCURACY!COORDINATION/CERTIFIED Actions taken for the Patient(s) affected by .
the Event, The MD5 Coordinator corrected the
The assessment must accurately reflect the MDS and resubmitted on 7/31/12 to accurately
resident's status. i reflect the urinary continence status of patient
i #5. A copy of the correction was given to the
A registerad nurse must cor i : surveyor.
gistered . t conduct o coordinate How we identified other patients having the
each assessment with the appropriate
articipation of health professional potential to be affected by the same practice
paricip proreseicnals. and what corrective actlon was taken, The
, o , MDS Coordinator reviewed patients who had
A registered nurse must sign and certify that the colostomies and urostomies to ensure codlng
assessment is completed. was correct on 7/31/12. All coding correct.
The Measures put In place and systematic
Each individual who completes a portion of the changes made to ensure the practice does
assessment must sign and certify the accuracy of notrecur, All MDS nurses were in-serviced on
that portion of the assessment. correct coding procedures on 7/31/12.
The corrective actions will be monjtored to
y Under Medicare and Medicaid, an individual who ensure the practice will not recur. The MDS
willfully and knowingly certifies a material and gﬁ;‘g‘namf 2;“ review segﬂﬂ Hn(bf’“’e‘ anc‘l’
false statement in a resident assessment is Mans,::g ;"lf:urg Sﬁgs ta“]"ftfal c‘;rr'na oo et e
subject to a civil money penalty of not more than : P ance.
) ul will be reported to the QA Committee
$1,000 for each assessment; or an individual who (Administrator, Director of Nursing, Medical
wiilfully and knowingly causes another individual Director, Health Information and Assistant
to certify a material and false statementin a Director of Nursing).
resident assessment is subject to a civil money Completion Date: | 8/03/12
penalty of not more than $5,000 for each :
assessment,
Clinical disagreement does not constitute a _
material and false statement. }
This REQUIREMENT is not met as evidenced |
by:
Based on medical record review and interview,
the facility failed to ensure accuracy of the
Minimum Data Set (MDS) for Urinary Continence
for one resident (#5) of twenty-four residents
reviewed.
l
LABORATO 97 RO LIER REPRESENTATIVE'S SIGNATURE TITLE {Xe) DATE
/- | Lovsisteab £-12-/2

Anv daficiency s‘rtatem‘e,n‘(endlng with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it s determined that

-) safeguards provide sufficient protection to the patlents. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
Tu..riving the date of survey whether or not a plan of carrection is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. f deficiencies are cited, an approved plan of comractlon is requisite to continuad
prograrn participation.
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The findings included:
Resident #5 was admitted to the facility on June |
14, 2011, with diagnoses including Dysphagia
{difficulty swallowing), Muscle Atrophy, Urostomy
(artlficial opening of the urinary system), Chronic
Bladder Outlet Obstruction, and Chronic Renal
Failure.

[
Medical record review of the quarterly MDS dated |
March 16, 2012, ravealed the resident was :
always continent of usine.

Interview with the MDS Coordinator on July 31,
2012, at 1:39 p.m., in the 400 wing activity room, |
confirmed the MDS assessment failed to indicate
the rasident had a urcstomy and the MDS
assessment was inaccurate.

F 281 | 483.20(k)(3){i) SERVICES PROVIDED MEET :
88=p | PROFESSIONAL STANDARDS

Tha services provided or arranged by the facility
must meet professional standards of quatity.

This REQUIREMENT is not met as evidenced
by: ;
Based on medical record review, observation,
facility policy review, and interviews, the facility |
failed fo follow accepted standards of practice for :
ensuring an indwelling peripheral catheter is
changed in a timsely manner, failed te follow a
physician's arder for the administration of oxygen
therapy for one (#7),and timely administration of
medication for one (A} of twenty-four residents
reviewed.

928 OLD SMITHVILLE RD
NHC HEALTHCARE, MCMINNVILLE MC MINNVILLE, TN 27410
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F 278 | Continued From page 1 . F278] p281

F 281 initizling, changing within 72 hours and proper

Actions taken for the Patlent(s) affected by
the Event. Review of supplies charged to
patlent revealed INT/heplock was changed on
7/27/12 and 7/29/12, INT/heplock was
discontinued on 7/31/12 and restarted with 24
gauge heplock and dated and initialed. 0ld and
new Insertion sites were inspected, No signs
nor symptoms of infectdon nor complications
were noted.

How we [dentified other patients having the
potentlal to be affected by the same practice
and what corrective action was taken. All
patients with IV/INT/heplocks inserted were
assessed on 7/31/12, No undated
IV/INT/heplock sites were noted. Every
[V/INT/heplock site was changed within the 72
hour period,

The Measures put in place and systematic
changes made to ensure the practice does
not recur, Alliicensed nurses were in-serviced
on 7/31/12 and on 8/10/12 on dating,

documentation In the nurse’s nate and on
treatment sheets for zll 1V/INT/heplack
dressings.
The corrective actions will be monitored to
ensure the practice will not recur. The
Director of Nursing and Assistant Director of
Nursing will monitor every patient with an
IV/INT/heplack three times 2 week for four
weeks unti) substantial compliance is achieved,
and then as needed, ansuring dressings are
dated, sites are changed every 72 hours, and
that the nurse's notes and/for treatment sheets
contain the proper documentation. Results will
be reported to the QA Committee
(Administrator, Director of Nursing, Medical
Director, Health Information and Assistant
Director of Nursing).

Completion Dave; | 8/10/12
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The findings included:

Resident #7 was admitted to the facility on
September 27, 2011, with diagnoses including
QOsteoarthritis, Fall with Fracture, Chronic
Obstructive Pulmonary Disease, Congestive
Heart Failure, Malfgnant Neoplasm of Bladder,
Anxiely, Asthma, and Urostomy.

Medical record review of nurse's notes from July
15,2012, through August 1, 2012, revealed no

decumentation of the date of the initial placement

or date of a peripheral INT {an indwelling
intravencus (L.V.) catheter placed in 2 vein o
administer medications or fiuids) being changed.

Observation an July 31, 2012, at 7:40 a.m., in the

resident's room, revealed an INT taped to the
resident's right forearm with no date on the tape
indicating the date of placement in the resident's
arm or when changed last.

Review of facility policy, |.V. Dressing and
Cannula Site Care, revealed "...8. Standard
peripheral |.V. access sites should be changed
evefy 72 hours unless specified by a physician's
order...”

Interview on July 31, 2012, at 8:30 a.m., with
Licensed Practicat Nurse {LPN) #3 in the 300
Hailway, confirmed the dressing of the INT had
no date indicating the day the INT was placed.
Continued interview with LPN #3 confirmed the
facility policy is to date the dressing of the INT to
ensure the INT is changed every 72 hours per
facllity policy.

Interview on August 2, 2012, at 8:50 a.m., with

Actions taken for the Patlent(s) affected by
the Event. The Oxygen flow rate for patient #7
was corrected to 2 LPM immediately. MD was
notified and patient was assessed with no
problems noted.
How we identified other patlents having the
potential to be aifected by the same practice
and what corrective action was taken,
Director of Nursing and Assistant Director of
Nursing checked patients on Oxygen for ordered
flow rates. No prablems nated.
The Measures put In place and systematic
changes made to ensure the practice does
not recur, Al licensed nursing staff were in-
serviced on 7/31/12,8/10/12, and on 8/14/12
regarding following phystcians orders regarding
Oxygen administration and to pericdically check
Oxygen flow rates while providing care.
The corrective actions will be monitored to
ensure the practice will notrecur, The
Director of Nursing and Assistant Director of
Nursing will check Oxygen flow rates on ail
patlents weekly times 4 weeks or until
substantial compliance is achieved. Resulis will
be reported to the QA Committee
{(Administrator, Director of Nursing, Medical
Director, Heaith Infermation and Assistant
Director of Nursing).

Completion Date: |g/14/12
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F 281! Continued From page 3 : F 281 | F281 (cont)
the Director of Nursing (DON), at 300 Unit i Actions taken for the Patient(s) affected by .
Nurse's Station, confirmed the facility failled to ¢ ;h'l"’ ?:'e“t' cheduled to be given at bed-ti
date the dressing of the resident's INT, and failed a: o d:rr::l ‘:"; u [,83 0'};'2' o e;ﬁ‘;egl?ectir wae
to follow the facility’s poticy by ensuring the ; notified and stated AM or PM administration
dressing of the INT is dated upon insertion.. ' | was acceptable, Pharmacy was notified of
. .  reschedule and packaging corrected. Patient
Medical record review of the physician's i was assessed by the Charge Nurse and found to
recapitulation orders signed and dated July 25, have na adverse reactlons.
2012, revealed "O2 (oxygen) @ (at) 2 LPM (liters | How we identified other patients having the
per minute) BNC (by nasal cannula) PRN (as potential to be affected by the same practice
needed) SOB (shortness of breath).” | and what corrective action was taken,
; Director of Nursing and Assistant Director of
Medical record raview of a nursing note dated Nursing reviewed Medlcation Administration
July 30, 2012, at 10:15 a.m, revealed: "Con't | g e o o rane
(continue) on OZ at 2-3 LPM BNC." ¢ The Measures put in place and sysl;emat!c
Observation on July 30, 2012, at 2:45 p.m., in the changes macs o ensure the practice doss
resident's room, revealed the resident lying in the on7/31/12,08/10/12, and on 8/14/12
bed, receiving oxygen by nasal cannula at2.5 ‘ regarding administration of medications at
liters per minute. ! ordered times.
The corrective actions will be monitored to
Observaticn on Juiy 31, 2012, at 7:40 a.m., in the ensure the practice will not recur, The
resident’s room, revealed the resident lying in the Director of Nursing and Assistant Director of
bed, receiving oxygen by nasal cannulaat 2.5 Nursing to check 2 sampie of Medication
liters per minute, Administration Records monthly f_ﬂr Fou_r
. months or untll substantial compliance is
Interview on July 31, 2012, at 8:30 a.m., with LPN ! achieved. RE-’AS;‘“? e rel’D‘;’tﬁf to e U4
; S - ; : ommittee (Administrator, Director of Nursin
#3,in the’ r_esudents roa_m. confirmed the resident i Medical Divector, Health Information and &
was receiving oxygen via nasgl _capnula at2.h i { Assistant Director of Nursing).
Iltetrf) per ;n:{lute:nd the physician's orders had ; : Completion Date: | 8/14/12
not been followed. i
Observation of the medication pass, on July 30,
2012, at 8:50 a.m.,, on the 200 hallway revealed, :
Licensed Practical Nurse (LPN)#4 prepareda |
! dose of Zoloft 100 mg {milligram) oral tabletand |
1 administered the tablet to resident #A. i j
H 1
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|
| Medical record review of the Physician's .
I Recapitulation Orders dated July 2012, revealed, |
"...Zoloft 100 mg {milligram) PO (orally) every HS |
(badtime} Depression..."

Interview with LPN #4 on July 30, 2012 at 10:16
a.m., in the 200 hali nursmg station, confirmed
the medlcatson was to be given at bedtime daily
and the medication was administered during the
: morning medication pass.

F 315 483.25(d) NO CATHETER, PREVENT UTI, F315
38=D: RESTORE BLADDER ) '

Based on the resident's comprehensive ;
assessment, the facility must ensure that a ! !
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident ‘ i
who is incontinent of bladder receives appropriate : o
treatment and services to prevent urinary tract .'
infections and to restore as much normal bladder i
function as possible.

This REQUIREMENT is not met as evidenced
by: i
Based on madical record review, observation, f
facility policy review, and interview, the facility
failed to provide appropriate incontinence care for | [
one {#12} of twenty-four residents reviewed.

The findings included: |

Resident #12 was admitted to the facility on I
March 14, 2011, with diagnoses including |
Dementia, Hypertension, Chronic Kidney '

FORM CMS-2367(02-99) Previous Varsions Chsolele Evenl ID: QPRE1 Facifity tD: TNS9H if continuation sheet Page 5 of 19
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F 315 Continued From page 5 { F 315:; F315

Disease, Anemia, Failure to Thrive, and End i
Stage Cardiac Disease. i

Medical record review of the quarterly Minimurm
Data Set dated May 15, 2011, revealed the

resident required sxtensive assistance with i
decision making, tota! assistance with personal
hygiene, extensive assistance with all activities of .
daily living, and was incontinent of bladder and |
howel. :

Observation on August 1, 2012, at 7:58 a.m., in
the resident's room, revealed Certified Nursing
Assistant (CNA) #3 providing hygiene care
following an episode of bowel and bladder
incontinence. While performing perineal care, the |
CNA removed the soiled linens, cleaned the
resident's parineal area front to back, turned the
resident to the left side, and cleaned the rectal
area front to back. Continued observation, at that
time, revealed visible stocl on the wash cloth,
CNA #3 obtained a clean wash cloth, rinsed and
dried the rectal area front to back, feaving a small |
amount of feces on rectal area. CNA #3
positioned the resident on back and applied a
cizan gown. i

Review of the facility's Perineal Policy revealed,
"Spray sailed and /for odorous areas (or wet
washcloth) with product. Genfly wipe clean with
washcleth, using one area of washcloth for each
cleansing stroke. Repeat as necassary, usingas |
many washcloths as needed..."

Interview with CNA #3 on August 1, 2012, at 8:15 !
a.m., in the hall, confirmed feces was lefton the |
resident's rectal area and peringal care was not
perfarmed appropriately. i

Actions taken for the Patient{s) affected by
the Event C.N.A. #3 immediately returned and
provided [ncontinence care, removing all traces
of feces, and performed urinary catheter care for
patient #12 on 8/1/12.
How we identifled other patients having the
potential to be affected by the same practice
and what corrective action was taken. All
charge nurses monitored catheter and
incontinence care for all patlents to ensure
proper procedures were followed on 8/1/12.
The Measures put in place and systematic
changes made to ensure the practice does
not recur, All licensed nurses and C.N.A'S were
in-serviced on 8/1/12,8/10/12,8/14/12, & on
8/16/12 regarding proper catheter care and
incontinence care. C.N.A.'s were in-serviced,
ene-on-one by Education Nurse to ensure
understanding and correct procedures were
followed regarding incontinence and catheter
Cdare.
The correctve actions wil be monitored to
gnsure the practice will not recur. The
Director of Nursing and Assistant Director of
Nursing will check CN.A. incontinence care for
4 weeks and then monthiy for four months untl
substantia) compliance is achieved. Results will
be reported to the QA Committee
{Administrator, Director of Nursing, Medical
Director, Health Information and Assistant
Director of Nursing).

Completlen Date: | 8/16/12
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F 318 483.25(e)(2) INCREASE/PREVENT DECREASE F 318|F318
§8=D! IN RANGE OF MOTICN Actions taken for the Patient(s) affected by
the Event, Patient #8's palm guard was
Based on the comprehensive assessment of a immediately applied after the ]i“z"-“;fd aurse
resident, the facility must ensure that 2 resident assessed the patlent on 7/31/12. The |
with a limited range of mation receives Occupational Theraplst °"alh}'1'°‘t‘°‘§sp“;e?t#8 §
appropriate treatment and services to increase ::2%‘;?;:::;::; I':; 3’;2;2: ands and fingers
range of “?”“0” and/or to. prevent further : How we ldentified other patients having the
decrease in range of motion. ! potentlal to be affected by the same practice
: and what corrective action was taken. The
Occupational Therapist and the charge nurse
: from each Nursing Station evaluated all patients
This REQUIREMENT is not met as evidenced | with palm guard orders and determined al) palm
by: | guards were belng worn as ordered. On
Based on medical record review, cbservation, | 7/31/12.
and interview the facility failed to apply paim : The Measures put in P’a“eha“d sgtslt"-“:la“‘
quards for one resident (#8) of twenty-four changes made to ensure the practice does
residents reviewed . not recur. Alllicensed nurses and C.N.A.'s were
' ; in-serviced on 7/31/12 and on 8/10/12,
o o : . ! 8/14/12 8& §/16/12 regarding the proper
The findings included: : placement of palm guards on patients and
. . . similar devises. Instructions for placement of
RGS!dent #‘3 W?s adn-"tted to the facl]lty on August pa]m guards p[aced on CN.A assignmentsheets
5, 2012, with diagnoses including and to he checked daily by each charge nurse,
Cerebrovascuiar Accident {stroke}, Bilateral The corrective actlons will be monitored to
Hemiparesis {weakness), Bilateral Hand ensure the practice will not recur, Director of
Centractures, and Dysphagia (difficulty Rehab and Occupatonat Therapist will check
swallowing). proper placement of palm guards on residents
: weekly times four weeks to ensure substantial
Review of a physician's recapitulation orders ! compliance. Results will be reported to the QA
dated July 2012, revealed "...palm guards onin ! Committee (Administrator, Director of Nursing,
the morning Oﬁ" at bediime. " : ' Medical Director, Health tnformation and
Assistant Director of Nursing).
. i : Completlon Date: | 8/16/12
Observation on July 31, 2012, at 10:00 a.m., E 1 P el
revealed the resident lying in bed with palm i |
guards off. i
i |
Observation on July 31, 2012, at 12:50 p.m., : !
revealed the resident lying in bed with patm | :
guards off. ! !
i
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F 318 | Continued From page 7 : F 318,

Interview with Registered Nurse #1 on July 31,
2012, at 12:50 p.m., confirmed palm guards were |
off and "palm guards are to be on after
{resident’s) bath..has had bath...they shouid be
on at this fime.”

F 323 | 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES |

The facility must ensure that the resident !
environment remains as free of accident hazards |
as is possible; and each resident receives
adequate supervision and assistance devicas to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:
This REQUIREMENT is not met as evidenced
by:

Based on medical record review, facility
documentation, and interview, the facility failed to
ensure appropriate assistance with transfer into a
wheelchair van was provided, resulting in 2 fall
without injury for one resident (#10) of twenty-four
rasidents reviewed.

The findings included:

Resident #10 was admitted to the facility on April
20, 2007, with diagnosis of Renal Failure, :
Diabetes, Left Below Knee Amputation, i
Depression, Anemia, and Peripheral Neuropathy. -

Review of the quarterly Minimum Data Set (MDS)
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dated February 25, 2012, revealed the resident | ﬁf;;‘:;:kf:ﬁ?:ﬁzspﬁifgg ﬁ;f;;;es?;f'
qu cqgnitively intact (scored a 14 cut 9f 1,5 ' therapist and a new wheelchair was glven to
g'dr'&a“"g a high flavel of cognitive functioning) patient #10 on 03/13/12 that was less a risk for
u ) ef review 0. the MDS revealed the resident dpping and easier to load on mnspnmﬁon van.
required the assistance of two people for Director of Nursing coordinated with
transfers. transportation and patient’'s charge nurse to
have center staff available to assist with loading
Review of facility decumentation dated March 6, of patient onto transportation van.
2012, revealed resident #10 fell while being How we identified other patients having the
loaded onte the van for transportation to Dialysis, potential to be affected by the same practice
Further review revealed the resident was being and what ““"";“’““’e a“;"n? e taken. The
loaded into the van by the driver, with no -’ gﬁsa!pteninﬁe [erﬂﬁr a;: ; ﬁ r?tenar:;:e obil
assistance from the facility, the resident's Sistant checked amw eelc af“-s and mobility
wheelchair flipped backwards, resulting in a fall asslstive devices in the center for proper
ith - ' functioning and preventive maintenance needs
with no apparent injury. , on 3/29/12. All patient’s wheelchairs were
. . \ ! 1assessed by the Director of Nursing and
I‘Inzel.)w lew “f’tilghe:qr‘i's'fg?ntgrf‘ﬁAUQUSt 1,| 231 i% at | Assistant Director of Nursing who utitize similar
40 p.m., In the Activitlies ce, revealed the transportation for outings and center staff were
‘| resident had fallen backwards when being loaded ! made available for assistance in loading onto
onto the van, because the driver had to fake off : transportation on 8/02/12 and ongoing.
i the anti-tipping wheels fram the back of the ! The Measures put In place and systematic
resident's wheelchair in order to transverse the lip | changes made to ensure the practice docs
of the ramp onto the van, and lost control of the not recur. Alllicensed nursing and C.NA'S
resident's wheelchair. : were in-serviced on providing assistance with
| loading of patients for transportation from the
interview with the Dirsctor of Nursing (DON)on | ﬁi‘ter on 3{3 2/ 1268" 14{\,112' g‘fgfﬁg;ed o
August 1, 2012, at 11:25 a.m., in the conference ! Eenseu?:ar:k?: p:::t(;ceov':'si]l not recur. Directar of
room, confirmed that the facility had failed to : Nursing and Assistant Director of Nursing will
provide the assistance required when loading the | monitor that patients are being assisted with
resident onto the van. ! ¢ leading into transportation weekly times four
F 371 | 483.35{i) FOOD PRCCURE, F 371 | weeks or until substantial compliance is
ss=F | STORE/PREPARE/SERVE - SANITARY ! achieved. Results will be reported to the QA
i Committee [Administrator, Director of Nursing,
The facility must - i ! Me(_]{cal Director, Health Information and
{1} Procure food from sources approved or | Assistant Director OfNurS!ngJ-c ompletion Date: | 8/16/12
considered satisfaclory by Federal, State or lacal | mp : -
authorities; and ; ;
{2) Store, prepare, distribute and serve food ;' '
i 1
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under sanitary conditions

1

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to provide sanitary storage of food and
aquipment.

The findings included:

Observation of the dietary department on July 30, |
2012, from 10:00 a.m. untit 11:15 a.m., revealed; '
i 1. Two seven pound cans of Pork and Beans |
were dented and were available for use;

2. Eight wet pans stored under the steamer
were wet and were available for use;

3. Aboxof crackers opened and not labeled
with date when cpened; _

4. A stand up mixer had food debris on the lip
and top of the machine and was available for use;
5. A dirly ice cream scoop had dried Pimento
Chease on it and was available for use;

8. Four wet ladles were found in the drawer i
available for use;
7. The bottom plate warmer holder had crumbs |
under the three lids that were falling onto the
plate warmers that were avaiiable for use:

8. The sanitizer section of the three
compariment sink tested at 75 p.p.v. (parts per
million) instead of the required 200 p.p.m. The
staff cantinued to use this section of the sink for
sanitizing the pots and pans.

Interview with the dietary manager on July 30,

Corrected Actions Accomplished. The two
dented seven pound cans of Pork and Beans
were immedlately remaved. The eight wet pans
i stored under the steamer were removed and
cleaned and dried properly. The box of opened
crackers were Immediately removed and
disposed. The stand up mixer was immediately
cleaned and was free of debris, The dirty ice
scoop was Immmediately cleaned and dried
properly, remaving all food debris. The four wet
ladles were tmmediately removed and cleaned
and dried properly. The plate warmer was
immediately cleaned and was free of crumbs.
The sanitizer section of the three sink
compariment was adjusted o the required 200
p.p.m. Any pots cleaned were re-cleaned at the
proper sanitizer levels. All eecurred on
7/30/12. The two staff drink hostles were
remaved from the dietary freezer and a Wet
Floor Sign was placed in the dish reom on
7/31/12.

How We Have Identified Other Potential
Areas Affected by the Same Practice and
What Corrective Action Taken, All can goods
were checked for dents, all pans, ladles, and
scoops avallable for use in were inspected for
proper cleaning and storage, all food processing
equipment was checked for proper cleaning
along with all plate and warmer storage areas,
The three sink compartment sanitizer was

! recalibrated and checked at 200 p.p.m. on
7/30/12, The Dietary Manager checked zll
dietary coolers and freezers to ensure no staff
drink and ar food items were stored, The
Dietary manager ensured that any wet areas in
the dietary area had proper signage an 7/31/12,
(continued on next page)
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F 371 | Continued From page 10 ' Far 237153“':'] \dentified Other Potential
. R . | Ow Wwe Have lden e er Foteniia.
2012, at 11:15 am., in the dietary depariment, i ' Areas Affected by the Same Practice and
ggg[""?ﬁg I‘;Z'I";ed cgns were todt;‘z ;en;oved from | What Corrective Action Taken. All Dietary
' 8 and pans nee o dry Staff were In-serviced on proper cleaning and
completely before being stored for use, all open - drying of food contatners, dispensers, food
food was to be labeled with the date and closed | processing equipment and dish storage areas,
completely prior to storage, the stand up mixer proper labeling of food items, removal of any
was to be cleaned completely after each use dented cans and the praper use of “Wat Floor
before storage, the ice cream scoop used for Signage” on 8/30/12. All staff were in-serviced
Pimento Cheese was to be cleaned prior to on not placing personal drink and or food items
storage, the bottom plate warmer storage I“hd“’ta"Y coolers or d‘e“z?lfl‘;ee:fm'i .
container was to be clean from debris at all times, ;n:uf_‘:'t’lf:";::c‘tf::’;m s o t‘]’]‘;:taryo
and tthebih;(ee fo?lﬁartment tSIE:( sanu;tr_zer E;’ec“;mt Manager to check dry storage area for dented
;??imqe € kepl at ine acceplabie sanilizer level a cans, the proper cleaning and storage of food
. service utensils/pans, proper labeling of food
. . . : items, proper cleaning of food equipment and
Continued observation of the dietary department | dish storage areas, proper sanitizer levels in the
on July 31, 2012, from 8:00 a.m. to 9:35 a.m., three sink compartment, staff drinks in dietary
revealed: freezers, and the use of Wet Flaor Signs in the
1. Two staff boftle drinks were found in the first Dietary area weekly times four weeks and then
fleor dietary freezer, moenthly times 4 months te ensure substantial
2. The floor in the dishwasher section of the compliance. Results will be reported to the QA
main dietary department had free standing water Committee (Admintstrator, Director of Nursing,
on it without a Wet Floor Sign present. ; 2‘;‘?;5:‘:1?giiit:“‘?rﬁaﬁrl‘:n:;mam" and
Interview with the dietary manager an July 31
R ; ' c letion Date:
2012, at 9:40 a.m., in the dietary department, ompietion Bate:| 8/30/12
confirmed the staff drinks were not to be in the
dietary freezer, and there needed to be a Wet
Floor Sign in the dishwasher area of the kitchen.
F 431 | 483.680(b), {d), () DRUG RECORDS, F 431
s8s=D | LABEL/STORE DRUGS & BIOLOGICALS
The facility must employ or abtair: the services of
a licensed pharmagcist who establishes a system
of recards of receipt and disposition of all
controlled drugs in sufficient detail to enable an !
accurate recongiliation; and determines that drug |
records are in order and that an account of all
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3

condrofled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper femperature
controls, and permit only authorized personnel fo
have access to the keys. i

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Scheduie li of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the

be readily detected.

This REQUIREMENT is not met as evidencad
by:

Based on observation and interview, the facility
failed to proverly store medical supplizs in one
medication storage room of four medication
storage rooms reviewed.

The findings ircluded:

| Ghservation on July 30, 2012, at 8:50 a.m., in the |

| Actions taken for the Patient{s) affected by
{the Event. The 30ML bottle of 0.9 percent
normal saline, opened bottle of cornstarch and
opened sterfle urinary catheter tray were
immedlately discarded by the charge nurse on
7/30/12.
How we identified other patients having the
| potential to be affected by the same practice
and what corrective actlon was taken. All
medication storage areas were Inspected by the
Director of Nursing, Assistant Director of
Nursing and charge nurses on 7/30/12 with no
additional findings,
The Measures put in place and systematic
changes made to ensure the practice does
not recur. AllJicensed nurses were in-serviced
on 7730712 ,8/10/12, & 8/14/12 on proper
labeling, storage and discarding of ali drugs and
ibiologicals.
i The corrective actions will be monitored to
ensure the practice will not recur.
Medication storage areas will be checked by the
i Director of Nursing and Assistant Director of
'Nursing for the praper storage, labeling and
discarding of all drugs and biological weekly
times four weeks to ensurc substanttal
compliance. Results will be reported to the QA
Committee (Administrator, Medica} Director,
Director of Nursing, Health information and
Assistant Director of Nursing].

Completion Date: | 8/14/12
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200 hall medication room, revealad one 30ML

| {milliliter} bottle of 0.9 percent normal saline,
opened and unlabeled and ready for resident use.
Continued cbservaticn revealed one box of
cornstarch powder cpened and uniabslad, ready
for resident use. Continued observation revealed !
a sterile urinary catheter tray, opened and stored | i
in the sterile supply cabinet, ready for resident
usge.

Interview with LPN #4, on July 30, 2012, at %00
a.m., in the 200 hall nursing station, confirmed
the supplies were unlabeled and available for
resident use, and the sterlle contents of the
urinary catheter fray were compromised and the
tray was available far resident use. j :
F 441 483.65 INFECTION CONTROL, PREVENT i F 441:
ss<E | SPREAD, LINENS

The facility must establish and maintain an :
infection Control Program designed fo providea | ]
safe, sanitary and comfortable environmant and :
to help prevent the development and transmission
of disease and infection.

(@) Infection Contrel Program

The facility must establish an Infection Control
Program under whici it -

(1) Investigates, controls, and prevents infections !
inn the facility; i
(2) Decides what procedures, such as isolation, i
should be applied o an individua! resident; and |
{3) Maintains a record of incidents and corrective | !
actions related to infections. ’- I
|
|
|

(b) Preventing Spread of Infection

(1) When the Infaction Control Program ;

determines that a resident needs isolation to ;
] H
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{c) Linens

infaction.

by:

reviewed,

prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
cornmunicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professicnal practice,

Personnel must handle, store, process and
transport linens so a5 to prevent the spread of

This REQUIREMENT is not met as evidenced

Based on medical record review, observation,
and interview, the facility failed to maintain
infection control measures for four resident's
(#10, #14, #B, #12) of twenty-four residents

Thea findings included:

Resident #10 was admitted to the facility on April
20, 2007, with diaghoses of Renal Failure,
Diabetes, Left Below Knee Amputation,
Depression, Anemia, and Periphera! Neuropathy.

Observation of catheter care for resident #10 on
July 31, 2012, revealed the Certified Nursing
Assistant (CNA) #2 had donned gloves after
washing hands. CKNA #2 proceeded to draw the
curtains, close the blinds, turn the resident,

! Actions taken for the Patlent(s) affected by

i the Event. C.N.A. immediately instructed to
return to patlent #10's room and to clean and
disinfect supplies on 7/31/12.

: How we Identified other patients having the
i potentlal to be affected by the same practice
: and what corrective action was taken,
Director of Nursing, Asslstant Director of
Nursing and charge nurses observed C.NA,
personal care on 7/31/12 and noted no further
issuas.

The Measures put in place and systematic
changes made to ensure the practice does

! not recur. Alllicensed nurses and C.N.A's were
In-serviced on 7/31/12 and 8/10/12 regarding
i proper infection control techniques while
providing personal care Including changing
gloves between tasks and when needed if glaves
become soiled.

The corrective actlons will be monitored to
ensure the practice will not recur. Director
of Nursing, Assistant Director of Nursing and
Educatlon Nurse will visualize C.N.A.'s providing
personal care weekly times four weeks to
ensure substantal compliance. Results will be

i reported to the QA Committee (Administrator,

' Medical Director, Director of Nursing, Health

| Informatfon and Asststant Director of Nursing).
' Completion Date: | 8/10/12
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F 441 | Continued From page 14 . F 441 F441 (cont)
remove the resident’s soiled briaf, perfo_rm ' i glc;ig\r::;zkgg?; ;:;:;;:f;g [:gg gﬁﬁg 3\3;5
catheter care,, and put away supplies with the f monitored by the charge nurse for signs and
same pair of dirty gloves. i symptoms of infection beginning 7/31/12.
) 1 C.N.A. and licensed Nurse skin assessments were

Interview with CNA #2 on July 31, 2012, at 1:53 monitored by the Assistant Director of Nursing
p.m., confirmed the CNA had proceaded with | beginning 7/31/12 for signs and symptoms of

|

|

:

catheter care and clean-up with the same pair of infection. None noted.
soited gloves. How we identifled other patients having the

potential to be affected by the same practice
and what corrective action was taken,
Director of Nursing and Assistant Director of
Nursing interviewed ali licensed nurses and
reviewed correct procedures for administering

Observation of resident #10 during medication
pass conducted on July 31, 2012, at 11:00 a.m,,
on the 300 corridor, revealed Licensed Practical | infectable medications on 7/31/12.

Nurse (LPN) #3 withdrew six urts of Novoin R T S, ematic
(short acting insulin used for the treatment of ; changes made to ensure the practice does
elevated blood sugar levels) from the medication 1 notrecur, Alllicensed nurses were in-serviced
vial without cleansing the vial prior to inserting the | on7/31/12,8/02/12 and 8/14/12 on proper
sterile needle. Continued observation revealed | techniques when administering injectable

LPN #3 entered the resident's room, and ! medications.

administered the iniection. i The corrective actions will be monitored to
! ensure the practice will notrecur. The

! Director of Nursing and Assistant Director of

: i Nursing will conduct medication pass audits

Interview with LPN #3 on July 31, 2012, at 11:25
_| a.m. in the 300 hallway corridor confirmed the ! weekly times f ks

medication was withdrawn from the medication ‘:ﬁgﬁniy u;“r‘;i t;‘;r;::‘;ﬁni sﬁ:ggg';’r?;?&gb]e
vigl without qleansing the vial prior to aiccessing it medicgtians. Results will be repmed'm the QA
with the sterile needle. Committee (Administrator, Medfcal Director,
Director of Nursing, Health Information and
Assistant Director of Nursing}.
; Completien Date; |8/14/12
Resident #14 was admitted to the facility on /
March 7, 2009, with diagnoses including Basal
Cell Carcinoma Left Temple, Severe Vascular
Dementia, Hypertension, Diabetes, and Atrial !
Fibrillation. ]

Review of the quarlerly Minimum Daia Set (MDS) !
dated, Jtune 23, 2C12, revealed the residentwas i
severely cognitively impaired, and dependent for ‘ i
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activities of daily living,

Observation of Resident #14 on July 30, 2012, at
11:40 a.m., in the resident's room, during initial |
tour, revealed the resident lying supine on the il
bed. Observation revealed a dislodged gauze
dressing, above the resident's left temple.
Continued observation revealed, beneath the
dislodged dressing a golf ball sized black tumor
extending upward from the resilent's temple
exposed to open air. Yellow drainage was visible
on the dislodged dressing.

Medical record review of the Physician's

Recapitulation Orders dated July 2012, revealed
orders to keep the tumor site covered with gauze
dressings, and to change the dressings daily, and :
as needed when soiled. i

interview with LPN #2, on July 30, 2042, at 11:45 ;
a.m., in the resident's room, confirmed the
dressing on the resident’s head did not cover the
tumor.

Resident B was admitted to the facility on March
114, 2008, with diagnoses inciuding Hypertension,
Diabetes, Late Effscts of Cerebral Vascular
Accident (stroke), Cardiomegaly, and Congestive
Heart Failure.

Observation of Rasident B during the medication
pass on July, 31, 2032, at 11:20 a.m,, revealsd
LPN #3 failed to wash the hands prior to donning
gloves and administering three units of
subcutaneous Novolin R { short acting insulin
used o freat elevated biood sugar levels) fo the

i Actlons taken for the Patient(s) affected by
i the Bvent, Patient #14 was immediately
| assessed for complications with waund site en
7/30/12. None noted. Patieni #14's dressing
was removed and a clean dry dressing re-
applied. Medical Director was notified and
| changed the dressing order te include a more
!t occlusive dressing secured with mefix tape,
How we identified other patients having the
potential to be affected by the same practice
and what corrective actlon was taken. All
patient’s dressings were assessed by the charge
nurses throughout the building on 7/30/12 with
no findings.
The Measures put in place and systematic
changes made to ensure the practice does
not recur. All licensed nurses were in-serviced
on 7/30/12 and 8/10/12 regarding the frequent
monltoring of patent dressings and to reinforce
or change dressings as needed.
The correctlve actions will be monitored to
t ensure the practice will not recur. The center
wound Care Nurse to check patient dressings
weekly times four weeks to ensure substantial
compliance. Results will be reported to the QA
Cominittes (Administratoer, Medical Director,
Director of Nurses, Health Information and
Asslstant Director of Nursing].

Completion Date: | 8/10/12

j
!
i
1_
!
!
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resident. ; Actions taken for the Patient(s) affected by
i the Event. 5lte of injection on patient B was
interview with LPN #3 on July 31, 2012, at 11:25 ;‘;‘;{'}‘;‘:’Jﬁg gg’,f;:c‘"'r‘l‘:;%"eg;fﬁ;‘g’;;‘fffg‘"
arm, o sy s e ssteriS oo, ||k mdlomed st e o
- R A ' monitore e Assistant Director of Nursin
donning gloves and administering the injaction. ! beginning 7 ;31 /12 for signs and symptoms Ofg
| Infection, None noted.
H How we {dentfied other patents having the
i potential to be affected by the same practice
Resident #12 was admitted to the facility on : and what correctlve action was taken.
March 14, 2011, with diagnoses including i Reviewed proper technique of gloving and hand
Dementia, Hyperiension, Chronic Kidney \-:fashing during injection administration with all
Disease, Anemia, Failure to Thrive, and End - licensed nurses on 7/31/12.
Stage ‘Cardiac Disesse. The Measures put in place and systematic
i ichanges made];:o ens:re the practi;:e d:reé ;
. . - : notrecur. Alllicensed nurses were In-service
'g:g%aétr%g?;i 'ﬁ\gf‘:’sf}fztg%qL::S:[Pégﬂggémum | by Director of Nursing and Assistant Director of
: ' ) < ! Nu 10 roper
resident required extensive assistance with i mf.f;g‘ffizﬁﬁﬁhmf!s to{iﬁﬁ:{:is ha?ad
decision making, total assistance with personal | washing before donning of gloves.
hygiene, extensive assistance with all activities of 5 The corrective actions will be monitored to
daily living, and was incontinent of bladder and i ensure the practice will not recur. Director
bowel. 1 of Nursing and Assistant Director of Nursing will
J conduct medication pass audits to include
Observation on August 1, 2012, at 7:58 a.m., in monitoring of proper hand washing and donning
the resident's room, revealed Certified Nursing | of gloves weekly times four weeks to ensure
Assistant (CNA) #3 providing hygiene care ; substantial compliance. Re.su]ts will be r:ipmited
following an episode of bowel and bladder i g’ﬁ:ﬁ:ﬁﬁiﬁﬁf 1&‘:&?&”;":?&? Medica
incontinence. While performing perireal care, the; Infon'na{-ion and Assistant Dgi'rectar of Nursing).
CNA removed the soiled linens, placed linensina - ! Completion Date: | 8/10/12
| plastic bag, cleanad the resident’s perineal area |
front to back, positioned resident on ieft side, and |
rolled the soiled bed pads under the resident's | i
! buttocks. CNA #3 placed twa clean pads under . |
i the resident's buttocks. Continued chservation, | .
at that time, revealed a pillow fell to the fioor. ! E
CNA #3 picked the pillow up from the floar, ’ :
placed it on a chair, touched the raii of the bed, |
touched the resident, and continued with hygiene | ::
: |
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i
care without changing gloves. !
|
Interview with CNA#3 on August 1, 2012, at §:15 :
a.m., in the hall, confirmed the soiled gloves were
not removed befors applying the clean pads,
picking the pillow off floor, touching the bed rail
and the resident. Continued interview confirmed
appropriate infection control was not maintained.
F 514 483.75(1)(1) RES
§5=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB :
LE

The facility must maintain ¢linical records on each
resident in accordance with accepted professional;
standards and practices that are complete, ;
accurately documented; readily accessible; and |
systematically organized.

The clinical record rust contain suificient
information te identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIREMENT is not met as evidencad
by:

Based on meadicai record review, observation
and inteiview, the faciiity failed to maintain an i
accurate clinicai record for one (#7) resident of !
twenty-four residents reviewed. ‘

The findings includad:

Resident #7 was admitted to the facllity on
September 27, 2011, with diagnoses including
Ostevarthritis, Fall with Fracture, Chronic

E 444 | F441 (cont)

| Actlons taken for the Patient(s) affected by
the Event. Director of Nursing immediately
directed C.N.A. to cleanse items touched with
i soiled gloves and patlent linens were
immediately removed and replaced with clean
linens on 8/1/12. .
How we identified other patients having the
potential to be affected by the same practice
and what corrective action was taken.
F 514 Nursing, Assistant Director of Nursing and
charge nurses observed C.N.A. personal care on
§/1/12 and noted na further Issues,
The Measures put in place and systematic
changes made to ensure the practice does
! not recur. Dlrector of Nursing and Assistant
! Director of Nursing in-serviced all licensed
. nurses and C.N.A's regarding infection ¢ontrol
techniques including changing gloves between
tasks and the removal of gloves and washing of
hands prior to touching clean items on 8/1/12
and 8/10/12.
The corTective actions will be monitored to
ensure the practice will not recur. Director
of Nursing, Assistant Director of Nursing and
Education Nurse will visualize CN.A/'s providing
i personal care weekly times four weaks to
ensure substantial compliance. Results will be
reported to the QA Commlttee {Administrator,
Medical Director, Directer of Nursing, Health
[nformation and Assistant Director of Nursing).
; Completion Date: | 8/10/12
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Obstructive Pulmenary Disease, Congestive
Heart Failure, Malignant Neoplasm of Bladder,
Anxiety, Asthma, and Urastomy.

Medical record review of nurse's notes from July
15, 2012, through August 1, 2012, revealed no !
documentaticn of the date of the initial placement
or date of a peripheral INT {an indwelling
intravenous {I.V.) catheter placed in a vein to
administer medications or fluids) being changed.

Observation on July 31, 2012, at 7:40 a.m., in the
resident's room, revealed an INT tapad to the |
resident's right forearm with no date on the tape
indicating the date of placement in the resident's
arm or when changed last.

Interview on August 2, 2012 at 8:50 a.m., with the
Rirector of Nursing (ON), at 300 Unit Nurse's
Station, confirmed the facility failed o accurately
document tha status of the resident's INT
placement, and failed to accurately reflect the
status of the resident's INT in the clinical record.

E
1
|

{Actions taken far the Patient(s) affected by
‘the Event. Review of supplies charged to

i patient revealed INT/heplock was changed on
17/27/12 and 7/29/12. INT/heplock was

| discontinued on 7/31/12 and restarted with 24

i gauge heplock and dated, initialed and
documented in the medical record.

potential to be affected by the same

record with no findings.

! Assistant Director of Nursing).

L

How we Identified other patients having the

and what corrective action was taken. The
Director of Nursing and Assistant Director of
Nursing assessed all patients with an IV/heplock
ingserted on 7/31/12 to ensure sites were
initialed, dated and recorded in the medical

The Measures put in place and systematic
changes made to ensure the practice does
not recur. The Director of Nursing and
Assistant Director of Nursing in-serviced all
licensed nurses an 7/31/12 and 8/10/12
regarding dating, initialing and documenting {n
the medical record all 1V/heplock changes.
The correctve actlons will be monitored to
ensure the practice will notrecur. The
Director of Nursing and Assistant Director of
Nursing will monitor all patients with an
IVIV/heplock for proper dating, initialing and
documentation in the medical record weekly for
four weeks to ensure substantial compliance is
achieved. Results will be reported to the QA

| Committee (Administrator, Medical Director,

. Director of Nursing, Health Information and
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practice
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